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MINUTES OF A MEETING OF THE DEMENTIA TASK AND FINISH GROUP HELD AT COUNTY HALL, CHELMSFORD ON 27 JULY 2010 AT 10.05AM
Membership comprises Members of the Health Overview and Scrutiny Committee (HOSC), the Community Wellbeing and Older Persons Policy and Scrutiny Committee, and a representative from each of the North Essex Mental Health Trust and South Essex Mental Health Trust
	*
	J Baugh (Chairman)
	
	Mrs M Hutcheon

	*
	R Cox
	*
	M Maddocks

	*
	S Currell
	*
	Mrs J Whitehouse

	*
	Mrs S Hillier
	
	


* Present
Officers in attendance were:

	Graham Redgwell
	-
	Governance Officer

	Graham Hughes
	-
	Committee Officer

	
	
	

	Also in attendance:
	
	

	
	
	

	Sally Morris 

(Items 1-4 only)
	-
	Executive Director of Operations, South Essex Partnership University NHS Foundation Trust 

	Dr Charles Olojugba

(Items 1-4 only)
	-
	Consultant Psychiatrist, South Essex Partnership University NHS Foundation Trust 


1.
Apologies and Substitution Notices
· Apologies received from County Councillor Mrs M Hutcheon. 
· County Councillor R Pearson had withdrawn from the Task and Finish Group. No replacement would be sought.
· John Carr, the LINk representative would not be a member of the Group but, instead, would be a key witness.

2.
Declarations of Interest

The following declarations of interest were declared: 

	Councillor John Baugh
	spouse works in the National Health Service
Director Friends of Community Hospital Trust

	Councillor Sandra Hillier
	Personal interest as governor of Basildon and Thurrock University Hospital Trust


3.
Minutes
-
The minutes of the meeting held on 23 June 2010 were approved as a true record and signed by the Chairman. 
-
A copy of the care quality questionnaire used by LINk when they visited care homes would be distributed to Members (Graham Redgwell to chase).
-
Councillor Hillier would continue to pursue updated cost components for dementia care from Basildon and Thurrock Hospital Trust.
4.
Witness session – South Essex Partnership University NHS Foundation Trust
(evidence from Sally Morris, Director of Operations and Dr Charles Olojugba, Consultant Psychiatrist)

(a)
Dementia introduction
-
The mental health profession recognised three levels of dementia: mild, which gave subjective memory problems and impairment but the patient could ‘muddle through’ with minor supervision; moderate, which was more apparent memory problems, difficulties with daily tasks, would need prompting to do tasks, initial signs of language and communication problems, and signs of changes to their relationship with their partner who starts to become their carer; Severe, amount of care now meant continual assistance was required to maintain support, low motivation, behavioural and other health problems arising.
-
The Older People Mental Health Services available were outlined comprising inpatient wards, Continuing Care Beds, Respite beds, outpatient services, Day Services, Community Mental Health Teams and the Memory Service.

(b)
The Memory Service

-
Memory Service had been established two years previously and had 9 geographical area teams overlaid with multi disciplinary support. 

-
Purpose was to get early assessment and signposting of the condition to maximise the length of the initial mild stage of dementia. Initial Assessment often could be undertaken in the location of choice (usually a home visit).

-
Referrals were made via either the Clinical Assessment Service (CAS), which included social care practitioners and GPs, or via Open Access (self referral). Self referrals comprised a very small percentage of overall referrals (approx 2%).  GPs would be involved in the assessment process for all referrals. Voluntary and other community services also could make referrals.
-
Up to approximately 80% of referrals could have a brain scan. Initially some patients could be resistant to accepting the need for such scans although it was easier to convince them and their family if they had been referred with memory complaints.
-
Follow-up Memory Clinic Appointments were made to receive test results, review patient history and discuss with carers the basis for diagnosis.
-
Some clients would not need mental health services at that time and they would be discharged although the assessment process could flag up other physical conditions as a cause of symptoms (e.g. urinary infections) which would need treatment. Patients discharged would be subject to ongoing monitoring every 3-6 months with the option for early referral if cognitive ability deteriorated significantly. 
(c)
Post Memory Clinic
-
Early assessment enabled care plans to be formulated to keep the patient at home longer before a higher level of care was needed and reduce the financial and resource burden on the local authority and NHS.

-
Group/Cognitive rehabilitation aimed to extend the first stage of illness before formal care arrangements were required at later stages.
-
The effectiveness of drug treatment was influenced by how early in the dementia process it was applied. It was believed that the first stage of dementia lasted the longest period of time and that this could be further extended, and the onset of the next stage of dementia delayed, if it was diagnosed early and appropriate drugs prescribed at that time. 
-
A client could expect a first consultant appointment within 7 weeks from the time of GP referral for memory assessment. Demand was greater than originally anticipated with approximately 120 referrals per month to the Memory Clinic with about half of those going through a detailed assessment. 
-
Nurse/Associate Practitioner support was available to help carers (in their new role) and patients to adjust to the diagnosis. This would include ‘housekeeping tasks’ such as advising of community and other support services (for both patient and carer), and preparation for End of Life Care.
-
Short-term Respite Care was available from local authorities and the Trust itself had use of four beds which, in an emergency, could be used to stabilise a patient, deal with specific health issues, and/or provide temporary relief for carers. 

(d)
Later stages

-
Typically would involve a transfer from Memory Services to more formalised care arrangements with multi disciplinary approach and liaison with Community Mental Health Teams and Acute Trusts as necessary.

-
The following Secondary Care Beds for older people were available: two wards at Rochford (approximately 50 beds with probably half of them for dementia patients), one ward at Basildon (approximately 28 beds) and two wards at Thurrock (approximately 24 beds). 

-
Typical length of a patient stay in an acute assessment unit at a hospital was 2-3 months. There was a high threshold for admittance to acute hospital in the first place as it was recognised that the patients mental condition could significantly deteriorate once hospitalised. However there was a social element in hospital which could provide some sensory mental stimulation.
-
A dementia Liaison Nurse was available to each hospital dealing with dementia patients for consultation and advice but SEPT were not funded to specifically provide a dementia ‘babysitting’ service on each general ward.     
-
There were difficulties in matching patient needs with available care home provision and also delays in obtaining funding for dementia patient placements into care homes, both of which led to delayed discharges from acute hospitals. Whereas with other delays in discharge ECC Social Services would be fined for late discharges, no fines were imposed for mental health cases.
(e)
Examples of Good Practice
-
“Book of Memory’s” – family scrapbook helping both the patient and the support and care staff to understand the background of the patient and to be able to refer to it.
-
Memory Matters Roadshows.
-
Dementia DVD produced with NHS SW Essex and the Alzheimer’s Society (a copy would be provided for viewing by the Group).

-
E-Learning for staff on dementia.
-
Sharing dementia registers with PCT and GP practices.

-
Learning support for carers: the Memory Service and GPs will give advice, and encourage them to engage in carer groups available in their LA area.

The Chairman thanked Ms Morris and Dr Olojugba for their attendance and evidence and they then left the meeting.

5.
Member feedback
(a) Councillor Whitehouse – briefed the Group on her visit to an Alzheimers Group and highlighted the following issues
(i) finding suitable accommodation with satisfactory toilet and kitchen facilities was a challenge.

(ii) the service users (often referred to as ‘guests’ used community transport to get to the centre.
(iii) Mixture of paid staff and volunteers (often being former carers)
(iv) Relocation/centralisation of their Meals on Wheels service would mean the loss of flexibility in ordering meals at short notice as orders would need to be submitted the day before – they were looking at an alternative provider. 

(v) There were further regular meetings scheduled when carers could attend and discuss problems. 

(b) Steve Currell – briefed the Group on discussions with a local GP
(i) Been re-assured that upon referral to Memory Clinic any identified physical needs and issues would be treated first
(ii) Nurse and clinicians at acute hospitals were given initial dementia training but he had questioned whether there was regular on-the-job refresher training to maintain the highest levels of staff awareness. 
(iii) Councillor Hillier would raise the issue of training and refresher courses with Basildon and Thurrock Hospital Trust.

(iv) Discussed communicating with people who had learning difficulties.
(c) Councillor Baugh provided historic evidence from an interview with a former carer which would need to be compared against today’s experience. 
(i) Lack of information on dementia, community care nurse support, clinics and services. Lack of GP support. Not advised of state benefits available and to which entitled 

(ii) Voluntary group had provided the only respite break for the carer

(iii) Patient transport should be adapted to reflect that spatial awareness deteriorated with the onset of dementia

6.
Scoping Document
-
The updated Scoping Document submitted was adopted for ongoing work.

7.
Proposed witnesses and date of next meeting 

· Next meeting at 9.30am on Friday 30 July 2010 at which Jenny Owen, Executive Director, Adults Health and Community Wellbeing would be giving evidence.
· Representatives from Carers Forum to be invited to give evidence specifically to give an idea of the percentage of carers also requiring care and health services as a direct result of being carers.

· Consider availability of carers to give evidence on recent personal experience 
· Visit to the North Essex Partnership NHS Foundation Trust dementia services facility at the Crystal Centre within Broomfield Hospital to be arranged.
8.
Health matters update
· Update received on Coalition Government White Paper proposals and timelines.
· PCT Provider/Purchaser split re-organisation would proceed irrespective and each Essex PCT would be reporting on progress to the 1 September meeting of the Health Overview and Scrutiny Committee (HOSC). HOSC Agenda papers for 1 September meeting to be sent to all Group members for information. 


The meeting closed at 11.55 am.
